Background
==========

Despite rigorous documentation of the benefits of vaccinations and screening for chronic diseases, coverage rates remain low. The U.S. Preventive Services Task Force (USPSTF), an independent national panel of private-sector experts in prevention and primary care, has been reviewing and updating guidelines for preventive service delivery for 23 years ([@B1]). The task force does so for a good reason: clinical preventive services hold the promise of preventing or mitigating the impact of many major causes of death in the United States.

Some measures are more effective than others. Vaccinations against influenza and pneumococcal disease and screening for cancers of the breast, cervix, and colon, as well as identifying people at risk for cardiovascular disease through screening for hypertension and hypercholesterolemia, all receive a \"priority\" score from the task force. Adults aged 65 or older have a higher risk of morbidity and mortality from influenza. For older persons not living in nursing homes or chronic-care facilities, influenza vaccine is 30% to 70% effective in preventing hospitalization for pneumonia and influenza ([@B2],[@B3]). Biannual mammography significantly decreases breast cancer mortality through early detection and treatment ([@B4]). Screening can reduce the risk of death from colorectal cancer by 59% ([@B5]). These services form a group of interventions that are recommended on the basis of a person\'s age and sex, and may benefit the entire population of older Americans. Moreover, each of the services is covered by Medicare and most other health insurance plans.

The effectiveness and availability of routine prevention makes the low coverage rate of routine prevention measures all the more striking. Recent analysis showed that in 2004 no more than 25% of adults between the ages of 50 and 64 had received the set of vaccinations and cancer screenings given a \"priority\" score by the USPSTF and that less than 40% of those aged 65 or older were up to date with these measures ([@B6]). The up-to-date rates are lower still for elderly black and Hispanic populations, including, for example, uninsured or low-income Hispanic or Latino populations in Atlanta, Georgia ([@B7]).

Context
=======

Policy makers have for a long time looked to the doctor\'s office as the critical venue for delivery of preventive services. Important initiatives have been developed to reduce barriers to their delivery, such as shortcomings in physician training, conflicting preventive care recommendations, inadequate office management systems, and lack of knowledge or motivation among patients. These initiatives have had mixed success ([@B8],[@B9]). Because a large part of the target population for preventive services is either healthy or uninsured and therefore less likely to visit health care facilities, what has been missing in the U.S. approach is a public health delivery strategy that extends beyond the clinical setting. During the past 10 years, a New England--based agency has developed a promising model for achieving greater community-wide delivery of preventive services.

Sickness Prevention Achieved through Regional Collaboration (SPARC) is a nonprofit organization devoted to overcoming critical roadblocks to higher delivery rates of preventive services. The health care system relies almost entirely on doctors --- that is, the \"sick care\" system --- to vaccinate and screen entire communities. SPARC\'s goal is to make use of untapped opportunities to deliver preventive measures across the community. The program has been active in a four-county region at the junction of Connecticut, Massachusetts, and New York (Berkshire, Columbia, Dutchess, and Litchfield counties). The area is primarily rural, but includes two small cities, Poughkeepsie, New York, and Pittsfield, Massachusetts.

SPARC\'s approach is to enlist collaboration among providers, local government agencies, community groups, and others to use existing community resources for delivery of preventive care. SPARC does not itself deliver clinical preventive services but creates, coordinates, facilitates, and monitors community-wide strategies to increase the use of immunizations and disease screening. Rather than view the physician-patient encounter as the beginning and end of a delivery system, SPARC\'s approach regards the physician practice as only one element in a community-wide network of activities. [Figure 1](#F1){ref-type="fig"} describes the current model for delivery of preventive services and [Figure 2](#F2){ref-type="fig"}, the SPARC model. Because the organization\'s collaborators include local and regional preventive care providers, services are not duplicated --- activities are created, consolidated, and coordinated by providers already at work in the area.
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SPARC\'s initiatives have successfully increased the use of influenza vaccinations, pneumococcal vaccinations, hepatitis B vaccinations, tetanus boosters, colorectal cancer screening, and mammography in its home communities. In 1997, SPARC led a broad program to ensure the delivery of pneumococcal vaccinations (PPV) at all community influenza vaccination clinics in two of its counties. Using Medicare reimbursement data, SPARC doubled the annual prevalence of PPVs delivered in both counties ([@B10]). An innovative SPARC initiative delivered hepatitis B vaccinations at public high schools. Another surveyed homebound seniors receiving home-delivered meals to facilitate delivery of prevention services. In 1995, SPARC piloted a \"Vote and Vax\" program for Litchfield County to evaluate the feasibility of delivering influenza vaccinations near polling places ([@B11]). With the support of the Robert Wood Johnson Foundation, SPARC built on this work by leading multistate Vote and Vax programs in 2004 and 2006 ([@B12]).

SPARC also offered mammography appointments at influenza vaccination clinics to women who were behind schedule for breast cancer screening. The idea was to bundle these two services.  This simple innovation doubled mammography rates among women attending the influenza vaccination clinics ([@B13]). Uninsured women received financial assistance to pay for mammograms from a statewide health program for low-income women. The approach has been used across SPARC\'s region ([@B14]). In 2001, SPARC developed a mechanism to redistribute influenza vaccine among mass immunizers (e.g., public health clinics, drug stores, and grocery stores that administer vaccines to the public) and physician practices to ensure broader immunization of high-risk patients ([@B15]).

SPARC\'s successful results were described by the director of the Centers for Disease Control and Prevention\'s (CDC\'s) National Center for Chronic Disease Prevention and Health Promotion before the Special Committee on Aging of the United States Senate ([@B16]) and have been cited by the agency\'s Healthy Aging Program as a potential national model ([@B17]). In doing so, CDC raised an important question: Is the SPARC model practicable in communities elsewhere?

To address the question, in 2006 CDC facilitated a partnership between SPARC and the Aging Services division of the Atlanta Regional Commission (ARC). This agency\'s organizational profile appeared well-suited to hosting a SPARC initiative. As the Area Agency on Aging (AAA), ARC collaborates with county-based agencies, other government agencies, nonprofit organizations, and businesses to design and implement an array of programs to serve older adults and caregivers. Through contracts with 10 county-based aging programs and 13 specialized agencies to provide home and community-based services, ARC delivers and coordinates information, resources, and services to older residents in its 10-county area. The goal of the initiative was to evaluate whether an AAA such as ARC could serve as an effective platform for launching a successful program based on the SPARC model.

Methods
=======

In February 2006, ARC invited SPARC leadership to describe the program to approximately 20 health and social-sector leaders from several counties in the Atlanta region. The discussion emphasized four key elements in the model: 1) the importance of selecting preventive services for which there is strong evidence of effectiveness, 2) the need for population-wide strategies to increase their delivery, 3) opportunities for delivering or facilitating access to these services outside the traditional clinical setting, and 4) the adaptability of the program to the local health care and social service environments. During the presentation, SPARC reviewed the percentages of men and women aged 65 or older in the nation and the state who are up to date with routine preventive services. In Georgia in 2004, these rates were 38% for men and 32% for women ([@B18]).

This initial meeting led to a commitment to launch a pilot SPARC program in the Atlanta area. Representatives from county-level aging services in Fulton and Fayette counties indicated that they would like to participate in the pilot activity and were selected primarily on that basis. Fulton County, which includes downtown Atlanta and comprises 529 sq miles, has a population of approximately 960,000 (51.6% white, 42.9% black, 7.4% Hispanic) and a median household income of \$45,819; approximately 7.6% of the population is aged 65 or older. Fayette County (197 sq miles), a semirural area south of Fulton County, has a population of approximately 107,000 (78.4% white, 17.0% black, 3.7% Hispanic) and a median household income of \$75,679; approximately 10% of the population is aged 65 or older. Estimates for the delivery of disease prevention services to older residents in the Atlanta region are not available at the county level. However, a region-wide survey conducted in 2006 estimated that only 44% of older residents received an influenza vaccination in the past year, 42% received a pneumococcal vaccination, 25% received screening for colorectal cancer in the past 2 years, and 65% of older women received a routine mammogram within the past 2 years ([@B19]).

Coalitions were established in these two counties with ARC acting as regional coordinator. The primary goal of the pilot program was not primarily to deliver large numbers of preventive services or to seek improvements in population health but to evaluate whether the SPARC model might be applicable in this urban and semirural setting. The study populations would be adults aged 55 or older living in target areas of the two counties who were likely not to have received all routinely recommended clinical preventive services.

Resources
---------

ARC provided no funding to the local coalitions. However, it made several in-kind resources available, including ARC staff members and posters. Technical assistance for planning, implementation, and evaluation was purchased from the New England--based SPARC program through a 12-month contract. The local SPARC coalitions raised modest funds for miscellaneous expenses. All revenues generated by the delivery of services were retained by the local agency members who provided the care. Two representatives from CDC\'s Healthy Aging Program provided guidance for ARC and the county SPARC coalitions, but CDC did not supply funding for the program.

The SPARC coalitions established in Fulton and Fayette counties were to develop and implement local strategies for increasing access to clinical preventive services. The respective county offices on aging were designated by ARC as the coalition facilitators; other coalition members brought local knowledge of their communities and a preexisting network of relationships with potential collaborators. The local public health departments were the primary providers of essential services; other key stakeholders included local hospitals, social service agencies, visiting-nurse agencies, and advocacy organizations. Participating agencies are listed in Acknowledgments.

Planning
--------

The SPARC coalitions began by tackling a set of operational issues. An initial task was for the initiative to establish the geographic boundaries of the communities they would serve and identify the populations to be targeted. These decisions helped determine which other partners should be invited to participate. The coalitions also determined which clinical preventive services would be offered. SPARC guidelines included only measures recommended by the USPSTF. Finally, the coalitions were asked to select community locations from which preventive services would be offered. The Fulton County coalition recognized that those living in congregate sites such as low-income senior housing apartments have a potentially ready infrastructure for access to services and could be drawn to prevention services offered on the premises by education and enticement. In Fayette County, the coalition concluded that people living in single-family homes that are geographically scattered, or who may have limited mobility, would be attracted by access to the services, such as at polling places.

The Fulton County coalition determined that preventive services would be offered in the lobbies of three Atlanta Housing Authority (the Authority) senior housing apartment buildings, representing 24% (411) of seniors housed by the Authority. Using a mechanism developed by SPARC, women attending the clinics would be offered the opportunity to receive a scheduling telephone call from a radiology facility of their choice. The Fayette County coalition adopted SPARC\'s Vote and Vax program as the centerpiece of its effort. Fayette County also planned a Senior Services Health Fair, where a variety of vaccinations and disease screening services would be available.

The SPARC coalitions met monthly, refining their approach as new members joined and as obstacles or opportunities emerged. Tactical matters included deciding which of the selected services would be offered at each delivery location, reviewing the scheduling and distribution of SPARC clinic sites so that they would be scheduled evenly through the season, determining transportation needs for disabled community residents, and ensuring that medical referrals or follow-up would be available for people with positive screening results. The coalitions identified appropriate referral networks for screening follow-up, including options for adults without health insurance.

Communications
--------------
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Each of the SPARC coalitions developed a communications plan for its work. These plans were designed to help get the word out about program activities and to encourage members of the community to participate. The plans drew on SPARC\'s experience in launching successful outreach activities for adult vaccinations in its home region. In addition, the Atlanta coalitions recognized that offering disease prevention services alone was unlikely to attract large numbers of community participants. Each coalition therefore identified ways to attract people to service locations. In Fulton County, the coalition organized a farmers market offering fresh produce at senior housing sites and also recruited a podiatry program to provide free foot massages to seniors. In addition, the SPARC coalition decided to make a particular effort to invite men to the program and arranged for the public health department to offer a presentation called \"Let\'s Talk About Sex,\" which provided information about the prevention of sexually transmitted diseases. Print pamphlets, flyers, and posters were distributed. In Fayette County, posters and flyers ([Figure 3](#F3){ref-type="fig"}) were used to advertise the availability of influenza vaccinations near selected polling places.

Consequences
============

During a 3-week pilot implementation phase (November 14--December 5), clinics were held in central Atlanta at three senior housing facilities, a local fire station, and a middle school. The initiative delivered 189 influenza and 49 pneumococcal vaccinations, as well as 44 tetanus booster shots. Approximately 62% of adults receiving an influenza vaccination stated they had not received one in the previous 12 months, and 56% thought it \"not very likely\" or were \"not sure\" that they would have received an influenza vaccination if they had not had one at a SPARC clinic site. Each of the clinics also provided screening for diabetes (43 total), as well as access to mammograms for women older than 40 who had not received screening in the past 12 to 24 months (32 appointments were scheduled). A total of 314 residents were served, 138 (44%) men and 176 (56%) women. Approximately one-third of clients were aged 65 or older, 40% were aged 50 to 64, and 28% were aged 18 to 49.

In Fayette County, 634 influenza vaccinations were delivered at Vote and Vax clinics situated near 10 polling places. Approximately 83% of recipients were in influenza vaccine priority groups (aged 50 or older, or aged 18 to 49 with elevated risk factors); 61% were men, and 39% were women ([Table](#T1){ref-type="table"}). Approximately 27% of the recipients had not received an influenza vaccination in the past 12 months. PPV was also provided at Vote and Vax clinics ([Figure 4](#F4){ref-type="fig"}). Approximately 96% of the vaccine recipients had Medicare, Medicaid, or other health insurance coverage. At the Fayette County Senior Health Fair, held at a local church, several preventive services were offered to attendees, including influenza and pneumococcal vaccinations; referrals for breast cancer and colorectal cancer screening; and screening for diabetes, hypertension, and osteoporosis.
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Interpretation
==============

The results of this pilot initiative show that SPARC does provide a practical and appealing framework for improving delivery of clinical preventive services and can assist local service providers in developing community-tailored interventions. New community-based sites for delivering prevention services were established in both counties, and new combinations of disease prevention services were made available at these sites. The organization\'s approach worked effectively with local service providers and helped establish new partnerships among them. For example, this effort represented the first time that the Atlanta Housing Authority and the county aging offices worked together. SPARC\'s work was perceived as being both in the interest of the community and to the advantage of local agencies because the program increases the number of people who receive care. At the completion of the pilot implementation phase, SPARC coalitions in both counties decided to continue and expand their work in the coming year.

The leadership of ARC\'s Area Agency on Aging was a critical element in the success of the pilot. The effectiveness of the commission not only reflects the skills of ARC\'s individual AAA team members but also highlights the importance in the SPARC model of having a central coordinating entity that takes responsibility for managing the program. The work of the county-level SPARC coalitions demonstrated how a committed group of collaborators can tailor SPARC\'s general approach to the needs and opportunities present in their own communities. The SPARC coalitions developed an imaginative and well-received set of social marketing strategies and were able to identify untapped community resources --- senior housing and neighborhood polling places --- from which to launch the program.

The results of this initiative represent a beginning; more work remains to be done. In reviewing activities at the completion of the pilot phase, several limitations were noted. SPARC coalition members identified a need for additional funding to allow the development of a more extensive outreach and marketing effort. Coalition members also highlighted the importance of developing local data-gathering and surveillance systems that can monitor population-wide coverage of clinical preventive services. Some collaborators also saw the importance of developing SPARC initiatives that are more extensively integrated with local medical providers. More systematic collection of qualitative data on various program elements would be useful in future efforts to replicate the program.

The experience of the Atlanta pilot program suggests that AAAs may represent an important vehicle for replication of SPARC elsewhere. There are 655 AAAs nationwide; all but a handful of states with small populations have AAAs covering all areas of the state. Several key attributes of AAAs are essential to the SPARC model. They have an established infrastructure with annual funding under the Older Americans Act (OAA). As part of the \"aging network\" of federal, state, and local agencies, AAAs support a diverse array of community-based services within their geographical boundaries. Although AAAs work closely with the health care community, they do not provide clinical preventive services. Having been mandated by OAA to support and promote preventive services ([@B20]), AAAs have increased their support for evidence-based prevention services in recent years, with the encouragement of the federal Administration on Aging.

The lifesaving potential of expanding access to cancer screenings and vaccinations is significant. In 2001, cancer began to surpass heart disease as the leading cause of death for persons younger than 85 years ([@B21]). Influenza and pneumonia, for which vaccinations are available, are together the fifth leading cause of death in the population aged 65 or older. Indeed, widespread immunization and screening with appropriate follow-up has repeatedly been shown to be the most cost-effective strategy for reducing the death rate of these diseases ([@B22],[@B23]). Access to prevention services must be broadened to encompass the whole community. Protecting the population from preventable disease is a goal that will require the participation of medical, public health, and advocacy organizations. Applying the SPARC model in more communities may advance this goal.
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Table
=====

###### 

Adults Receiving Influenza Vaccinations at Vote and Vax Clinics, Fayette County, Georgia, 2006

                                                                       Received Influenza Vaccination at Vote and Vax Clinic, n (%)   Did Not Receive Influenza Vaccination in Past 12 Months, n (%)   Did Not Receive Vaccination Last Year and \"Not Likely To Get One Elsewhere,\" n (%)
  -------------------------------------------------------------------- -------------------------------------------------------------- ---------------------------------------------------------------- --------------------------------------------------------------------------------------
  **Total**                                                            635 (100)                                                      169 (26.8)                                                       73 (11.6)
  **Priority Group**                                                                                                                                                                                   
  Aged 50-64                                                           184 (29.0)                                                     62 (34.1)                                                        20 (11.0)
  Aged ≥65                                                             321 (50.6)                                                     47 (14.7)                                                        20 (6.3)
  Aged 18-49 with certain conditions[a](#T1FN1){ref-type="table-fn"}   18 (2.8)                                                       3 (16.7)                                                         1 (5.6)
  Subtotal for priority groups                                         523 (82.5)                                                     112 (21.5)                                                       41 (7.9)
  Not in priority group (others aged 18-49)                            111 (17.5)                                                     57 (51.8)                                                        32 (29.1)
  **Gender**                                                                                                                                                                                           
  Male                                                                 246 (38.8)                                                     73 (29.8)                                                        33 (13.5)
  Female                                                               388 (61.2)                                                     95 (24.7)                                                        40 (10.4)
  **Insurance **                                                                                                                                                                                       
  Medicare                                                             202 (32.2)                                                     31 (15.4)                                                        16 (7.9)
  Medicaid                                                             9 (1.4)                                                        2 (25.0)                                                         1 (12.5)
  Other                                                                394 (62.7)                                                     119 (30.4)                                                       46 (11.8)
  None                                                                 23 (3.7)                                                       13 (56.5)                                                        7 (30.4)

People who reported having asthma, lung disease, heart disease, or diabetes or being pregnant.
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